As health care reform continues to move forward in the national arena, attention has focused more heavily on US health care system performance. The NCQA HEDIS has been adopted by many plans and programs to help monitor health system performance. This set encompasses outcome and process measures covering chronic and acute illness, plan performance and patient satisfaction.
The University of Iowa Public Policy Center has provided the Iowa Department of Human Services (IDHS) with outcome measures related to the Medicaid program for over 15 years. For the past six years the PPC has provided a consistent set of measures as recommended by CMMS that include:
• Well-child visits in the first 15 months of life
• Well-child visits in the third, fourth, fifth and sixth years of life
• Children and adolescents' access to primary care practitioners
• Use of appropriate medications for people with asthma
• Adults' access to preventive/ambulatory health services
• Prenatal and postpartum care
• Comprehensive diabetes care: Hemoglobin A1c testing In addition, Annual Dental Visit has also been included due to the dental disparities within Iowa.
Though recent reports have included target performance rates for the IDHS this report will not include targets. Targets can be important goals to guide policy and action, however, they should most likely be set by a group of providers, policy makers and program administrators. More importantly, as it is unrealistic to imagine meeting targets across all measures, measures need to be prioritized to focus efforts on improving results. From this report we would suggest that IDHS consider focusing on well-child visits in the first 15 months of life, well-child visits for children over 5 years old, dental visits for children under 4 years old, and Hemoglobin A1c testing for diabetics.
ELIGIBILITY
Eligibility measures are calculated for three groups: people in managed care (Medipass or Coventry), people in the traditional fee-for-service program (FFS), and people enrolled through Supplemental Security Income program (SSI). Enrollees eligible for managed care are income eligible and live in a county containing one of the options, either MediPASS (primary care case management) or Coventry (HMO). Enrollees included in the FFS measures live in counties do not have a managed care option available because providers are not willing to participate or counties that may have a managed care option that is not available to everyone due to geographic constraints. The SSI population is included to provide additional information regarding their care process and outcomes. Figure 1 indicates the percent of enrollees by age and gender enrolled for at least 11 months in one of the three programs during SFY 2008. Of 351,446 enrollees who were eligible during SFY 2008, 193,971 were eligible for at least 11 months. Because disclosing race is optional for Medicaid enrollees, we did not include the distribution by race and/or ethnicity (at least 30% of enrollees are listed as unknown). As we are including people enrolled through the SSI program, the distribution varies from recent outcome reports. As can be seen from Figure 1 , The SSI program enrolls older people, with very few children as compared to the other programs. . A child following the schedule will experience well-child visits at 2-3 days, 1 month, 2 months, 4 months, 6 months, 9 months, 12 months, and 15 months of age. These visits are to assess and address developmental issues, provide anticipatory guidance to parents, and determine the health of the child. Often the visits are used to provide needed immunizations for children, though immunizations are not required at all scheduled visits. For the HEDIS measures we indicate the proportion of children who turned 15 months of age during SFY 2008 and had 0 visits, 1 visit, 2 visits, 3 visits, 4 visits, 5 visits, and 6 or more visits. To be included in the measure children had to be eligible for at least 14 of the first 15 months of life. Table 1 provides the rates for each of the three groups. . We continue to find that the 2 week and 1 month visits are most likely provided as one visit for most children. Last year we suggested that, since as children age they are less likely to get a visit, providers should consider a reminder system. However, it may be much more efficient for the Medicaid program to require a provider reminder system or for the Medicaid program to provide the reminder. During these early months of life, visits to a provider and the information and guidance provided along with the developmental assessments leading to early detection of disease and delays may be so critical that case managers should be responsible for coordinating the visits in a timely manner.
Children in the SSI program are the least likely to get a well-child visit at any time. Though we do not understand the reasons for this, it may be that children in SSI are provided care through appointments with specialists or teams of providers that are not coded as well-child despite the inclusion of assessment, assurance, and anticipatory guidance. Figure 3 we show the trend for visits in the first 15 months of life across all groups over the last 4 years. For SFY 2008 we used only children that were in managed care or FFS to avoid the bias created by the low proportion of children with visits in the SSI population. The figure shows a disturbing trend upwards in the number of children that had no well-child visits in the first 15 months of life.
Over 42% of children within the FFS program were able to access 6 or more well-child visits in the first 15 months of life. However, the rates for children in managed care or SSI did not meet this target. We would recommend a performance target of 53% for SFY 2010. This rate matches the Medicaid average for all plans reporting to NCQA in 2008. Though this increase may seem difficult to achieve, California was able to raise their average from 43% to 57% in one year. Both Massachusetts and Illinois provide online references and schedules for parents, embracing efforts to inform parents and increase the number of children with at least 6 well-child visits in the first 15 months of life. Table 2 indicates the rates by age and across three to six year olds. In general, a higher proportion of children in the managed care program had well-child visits than in the other two programs, regardless of age. The one exception is children six years of age in the SSI program. A higher proportion of these children had well-child visits than the other two programs. Over time the proportion of children receiving well-child visits remains fairly stable ( Figure 4 ). As we have seen over and over again, the rate for well-child visits drops after 5 years old. The 5-year check is required to administer immunizations required to enter the public school system in Iowa. Once a child enters school parents seem much less likely to schedule a well-child visit.
The managed care rate of 70% is above the mean performance for Medicaid HMOs nationally. The target rate for managed care could be set at 73% in an effort to continue increasing the proportion of children with a well-child visit in this program. The target rates for FFS and SSI could be set at 70% in an effort to at least equal the proportion of children with a well-child visit in the managed care program. Linking the well-child visit to school attendance is one method for increasing the proportion having a visit every year. 
Annual dental visit
Annual dental visits are encouraged for all children beginning at 6 months of age. Though tooth development is not complete until much later, early visits are useful for establishing good cleaning habits, understanding tooth development and providing guidance on nutrition for healthy teeth. Within Iowa, it may be difficult for parents to find a dentist who will see a child before three years of age. Difficulty in managing the child in the dental chair and lack of experience with young children may make general dentists unwilling to schedule visits for them. Though pediatric dentists may be more likely to see young children, the number of pediatric dentists in Iowa is limited. 
36%
The proportion of children receiving an annual dental visit by age has remained stable for the past four years. Rates continue to be low among all programs for children two or three years of age. The rates increase for children in the elementary school ages and then decrease again as children become adolescents and young adults. Helping parents to understand the importance of an early visit and increasing the number of dentists that will exam and treatment young children may increase the proportion of young children receiving an annual dental visit. Reduced rates for adolescents and teens may indicate a decrease in the need for care, a lack of time and/or opportunity for care, or poor understanding of the advantages of preventive dental care.
The proportion of children who get an annual dental visit is above the mean for Medicaid nationally in all age groups (NCQA does not provide a mean for the 2-3 year olds). It may be most advantageous for Iowa to focus on increasing the target rates for children 2-3 years of age from 30% to 40%. Though increasing the proportion of children receiving a dental visit in all groups is desirable, increasing the rate in the youngest children should translate to an increase in every age group over time. Figure 1 Proportion of children within the managed care program with an annual dental visit by age and measurement year
Children and adolescents' access to primary care practitioners
Rates of access to primary care practitioners provide a very general measure of the ability of children and adolescents to obtain health care when needed. This rate includes well-child visits as well as visits for acute or chronic illness care. The denominator consists of children who turned 12-24 months, 25 months to six years, seven to eleven years, and 12-19 years during the measurement year. Children 12 months to six years had to be eligible for at least 11 months during SFY 2008, while children and adolescents 7-19 years old had to be eligible for at least 11 months during SFY 2008 and at least 11 months during SFY 2007. In past reports, this measure has included any provider, however, this year we included only physicians with a primary care specialty (general practice, family practice, pediatrics, OB-Gyn, and internal medicine) or visits to the hospital indicating a family practice clinic or general medicine clinic, or a visit to a rural health clinic or FQHC. Adding these new constraints brought the measure protocols closer to the NCQA specifications and reduced the rates. The proportions of children and adolescents with access to primary care practitioners are listed in Table 4 . The rates are high with every age group within each program achieving an overall rate of over 75%. Nearly 90% of children 12-24 months within all three programs had access to primary care practitioners. These rates are reassuring, given the proportion of children who do not receive any well-child visits in the first 15 months of life. Though preventive care is important, these rates indicate that a lack of well care does not translate into a complete avoidance of needed ambulatory care. 
Use of appropriate medications for people with asthma
This outcome measure is particularly salient for the managed care population. Asthma is prevalent in young and old alike, regardless of gender. It is a measure that provides information regarding chronic disease management in a population that may find it difficult to access care on a regular basis.
The denominator for this measure consists of individuals who have been enrolled for at least 11 months during SFY 2008 and at least 11 months during SFY 2007 and met the case finding criteria for persistent asthma (see Appendix F), but had no evidence of COPD or emphysema. The numerator consists of individuals with persistent asthma who were prescribed primary asthma therapy. Changes in the measure over time make it very difficult to compare the rates from year to year. In addition, there are small numbers of people with persistent asthma in some programs, making proportions with adequate therapy vary widely over time. The proportions of children and adults using the appropriate medication for asthma are shown in Figure 6 . The most surprising finding within the figure is the low rate for adults 18-56 years old in the SSI and FFS who are receiving appropriate medications for asthma. The rate of persistent asthma within this age group is comparable to others, however, it may be that enrollees with additional problems are unable to take advantage of preferred therapies, or physicians may be reticent to change medications regimes that are adequately addressing the problem. 
Adults' access to preventive/ambulatory health services
Though adults do not comprise a large share of the Medicaid managed care eligible population, they do comprise the largest share of the SSI population. It is imperative that adults, particularly those with chronic illness and/or disability, have adequate access to medical services to ensure the rapid diagnosis and proper treatment for not only acute problems, but chronic illnesses that may be emerging. The denominators for these rates include all adults who turned 20-44 years of age or 45-64 years of age during SFY 2008. The numerators for the rates include the adults in these age groups who had at least one preventive or ambulatory visit during SFY 2008. The rates for adults' access to preventive/ambulatory health services are given in Table 6 . Rates are over 75% for the 45-64 year olds regardless of the program and over 85% for the 20-44 year olds. These rates indicate that access to medical care is high. Performance targets should be set at 90% for both age groups across all three programs. 
Prenatal and Postpartum Care
The prenatal care rate is the proportion of women with a delivery who received a prenatal care visit within the first trimester or within 42 days of enrollment. The postpartum care rate is the proportion of women with a delivery who had a postpartum visit on or between 21 and 56 days of delivery. The denominator for both rates is the number of women with a live delivery between May 6, 2007 and May 5, 2008, who were continuously enrolled for 43 days prior to delivery through 56 days after delivery. The numerator for the prenatal care rate is the number of women in the denominator who had a prenatal care visit in the first trimester of care or within 42 days of becoming eligible. The numerator for the postpartum care rate is the number of women in the denominator who had a postpartum care visit between 21 and 56 days after delivery.
Between 6 May 2007 and 5 May 2008 there were 12,797 live birth deliveries identified for which the mother was continuously enrolled between 43 days prior to the delivery and 56 days after the delivery. 
Comprehensive diabetes care: Hemoglobin A1c testing
The HEDIS measure for comprehensive diabetes care includes Hemoglobin A1c testing, HbA1c poor control, HbA1c good control, eye exam, LDL-C screening performed, LDL-C control, medical attention for nephropathy, and blood pressure control. Many of these components are available primarily through chart review and are not designed to be calculated from administrative data. We have chosen Hemoglobin A1c testing as an easy, effective method to determine whether proper monitoring of diabetes is occurring. The denominator for this measure includes all enrollees 18 to 75 years old identified as having diabetes and enrolled for at least 11 months during SFY 2008. The numerator consists of all enrollees in the denominator with Hemoglobin A1c testing done during SFY 2008. The proportion of enrollees with diabetes that had hemoglobin A1c testing are shown in Table 11 by program. The proportion of adults with testing is highest in FFS and lowest in managed care. For reasons that are unclear, these rates vary widely over time. The rates were much higher last year with 73% of those in managed care being tested. Though it is difficult to determine why the rates vary, it may be the result of testing every other year, bundling of the test into some other code of which we are unaware, or reluctance on the part of enrollees to be tested or physicians to order the test. For whatever reason, monitoring is not occurring in the preferred manner. 
APPENDIX F: TECHNICAL SPECIFICATIONS FOR OUTCOME MEASURES

Well-child visits in the first 15 months of life
Denominator: Children who turn 15 months of age during the measurement year and are continuously eligible for the period from 31 days of age through 15 months of age with no more than a 1-month gap. Whether children are 31 days of age is calculated by adding 31 days to the date of birth and whether they are 15 months is calculated as the date of the first birthday plus 90 days. Numerator: Children within the denominator who had a well-child visit defined by any one of the procedure codes: 99381, 99382, 99391, 99392, 99432 or one of the diagnosis codes: V20.2, V70.0, V70.3, V70.5, V70.6, V70.8, V70.9. Rates: Seven rates are computed for this measure. These rates encompass the proportion of children that had 0, 1, 2, 3, 4, 5, or 6 or more well visits during the 15-month period.
Well-child visits in the third, fourth, fifth, and sixth year of life
Denominator: Children who turn three through six years of age during the measurement year and are eligible for at least 11 months during the measurement year. Numerator: Children within the denominator who had a well-child visit defined by any one of the procedure codes: 99382, 99383, 99392, 99393 or one of the diagnosis codes: V20.2, V70.0, V70.3, V70.5, V70.6, V70.8, V70.9. Rates: Five rates are calculated, one for each year of age and one combined.
Annual dental visit
Denominator: Children 2-21 years of age who are eligible for at least 11 months during the measurement year. Numerator: Children within the denominator who had a visit with a dental provider during the measurement year. Rates: The rate is calculated for six age groups: 2-3 years old, 4-6 years old, 7-10 years old, 11-14 years old, 15-18 years old, and 19-21 years old.
Children's and adolescent's access to primary care practitioners
Denominator: Children who turn 12 months-6 years of age during the measurement year and who are eligible for at least 11 months during the measurement year and children 7 years of age to adolescents 19 years of age who are eligible for at least 11 months during the measurement year and 11 months during the year prior to the measurement year.
